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An unannounced complaint survey was
conducted at this facility from July 13, 2020 to
July 20, 2020. The facility census the first day of
the survey was 16. The survey sample totaled 6
residents, which included four (4) active record
reviews and two (2) closed record reviews. No
deficiencies were identified.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: LPJU11 Facility 1D: 1093

If continuation sheet Page 1 of 1



